INTRODUCTION {#s1}
============

Morbidly obese women are at increased risk of obstetric complications and poor neonatal outcomes ([@R1]). Weight loss reduces these risks. The recourse to surgery to treat morbid obesity has shown a rising trend in some countries like America, where researchers have estimated that the annual number of deaths attributable to obesity is roughly 280,000[@R1]. We report here a pregnancy with good outcome despite the short duration between gastric bypass surgery and pregnancy.

CASE HISTORY {#s2}
============

A 37-year-old woman, gravida 7, parity 4+2 had laparoscopic Roux-en-Y gastric bypass surgery, as treatment for morbid obesity (Height: 1.68 meters, Weight: 139.6 Kg, Body Mass Index of 49.5), 6 months prior to her pregnancy. Two years previously she had been treated for deep venous thrombosis. Following the procedure she recorded a 41kg weight loss over a period of six months. As a result, she reported that her general feeling of well being had significantly improved while her asthma had completely resolved. Also, her blood lipid profile showed a dramatic improvement. Before pregnancy she was taking daily doses of multivitamins and iron supplements.

She booked for hospital care and confinement at 9 weeks and weighed 106.5kg (body mass index 37) at booking. During the course of her pregnancy, she remained normotensive. Her diabetic screen was negative and close monitoring of the foetus with serial ultrasound scans showed a normal growth velocity. Her haemoglobin, mean cell volume, magnesium, calcium and serum folate levels remained normal.

She remained on low molecular weight heparin (Enoxaparin Sodium) throughout the pregnancy for thrombo-prophylaxis and was compliant with her iron and vitamin supplements. She delivered spontaneously a healthy male baby vaginally at 37 weeks gestation that weighed 3471gms.

DISCUSSION {#s3}
==========

Morbidly obese pregnant women are at an increased risk of developing adverse perinatal outcomes compared to non-obese pregnant women. These include an increased caesarean section rate (32.4% vs. 14.3%), macrosomia (30.2% vs. 11.6%), intrauterine growth retardation (8.1% vs. 0.9%), and neonatal admission to the intensive care unit (15.6% vs. 4.5%) ([@R2]). They are also more likely to have chronic hypertension (27.0% vs. 0.9%) and insulin-dependent diabetes mellitus (19.8% vs. 2.7%).

It is expected that the risks of these obesity related morbidities would decrease following weight reduction. Roux-en-Y gastric bypass promotes weight loss by restricting food intake as well as reducing food absorption from the gastrointestinal tract. Complications have been reported with pregnant women following gastric bypass surgery. These women may be at risk of gastrointestinal complications because of the changes associated with pregnancy. Cases of internal herniation, intussusception, small bowel ischaemia and fetal demise (due to sepsis) have been reported ([@R3]). It is particularly important not to delay surgical exploration as this might lead to devastating bowel strangulation and sepsis culminating in loss of foetus and mother.

Morbidly obese patients often have nutritional deficiencies, particularly in fat-soluble vitamins, folate and zinc. After gastric bypass surgery, these deficiencies may increase ([@R4]). Severe iron deficiency, which is refractory to oral supplementation, can result from malabsorption ([@R5]). Malabsorption of antibiotics as a result of surgery leading to difficulties in treatment of concurrent infections has been reported ([@R6]). Low birth weight related to maternal hypoalbuminaemia is an associated problem ([@R7]).

There is no universal agreement as to the best time of pregnancy after surgery. Postponement of pregnancy, until all metabolic parameters have been returned to normal (up to 36 months) has been advised ([@R7]). However, more recent studies revealed no significant differences in pregnancy outcomes between one group of patients who became pregnant within the first year of surgery and another group who became pregnant after one year ([@R8],[@R9]).

Gastric bypass surgery is now becoming a popular procedure in UK. It is likely that obstetricians will be managing more of these cases in the future. To achieve the best outcome we should be aware of the potential problems related to these cases. Careful nutritional follow up, monitoring of foetal growth and awareness of the serious gastrointestinal complications are cornerstone of management of these cases.
